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How to read this guide

IN CLINIC ARRANGED

Performed directly by Mr Khan in clinic or Booked on your behalf via partner imaging

REFERRAL

. Formal referral to a specialist centre
operating theatre or laboratory

Blood Tests & Tumour Markers

A comprehensive range of blood tests can be requested and coordinated through Mr Khan's clinic. Tests
are processed via SASH pathology (NHS) or accredited private laboratories (The Doctors Laboratory,
Synnovis, or equivalent). Results are reviewed by Mr Khan and communicated with clinical context and a
management plan.

Avail. Test Reference Clinical Indication & Notes
Range
IN CLINIC PSA — Prostate-Specific Age-adjusted  Prostate cancer screening (after counselling);
Antigen (Total & Free:Total :<3.0ng/mL  BPH assessment; PSA velocity and density
Ratio) (<60 yr) <4.0 interpretation; % free PSA <10% raises
ng/mL (<70 suspicion for cancer within the 4-10 ng/mL
yr) <5.0 'grey zone'. Monitored post-treatment for
ng/mL (>70 recurrence.
yr)
IN CLINIC AFP — Alpha-Fetoprotein <10 ng/mL Testicular cancer (NSGCT): yolk sac tumour,
(adult) teratoma. NOT elevated in pure seminoma —

any elevation reclassifies to NSGCT. Half-life
5-7 days; post-orchidectomy decline confirms
clearance. Also elevated in hepatocellular
carcinoma, liver disease.

IN CLINIC bHCG — Beta Human Chorionic <5 IU/L Testicular cancer: choriocarcinoma (very high),
Gonadotrophin (male) seminoma (mild ~10-25%), NSGCT mixed.
Half-life 24—36 hours post-orchidectomy.
Gynaecomastia in men with markedly elevated
bHCG.

IN CLINIC LDH — Lactate Dehydrogenase 120-250 U/L  Testicular cancer staging (IGCCCG risk
classification); lymphoma; correlates with
tumour bulk. Non-specific — elevated in
haemolysis, liver disease, and myocardial

injury.
IN CLINIC Testosterone (Total & Free) + Total: 10-35  Hypogonadism (low testosterone — symptoms
LH, FSH, SHBG nmol/L Free:  of fatigue, low libido, erectile dysfunction,
170-670 reduced muscle mass); post-orchidectomy
pmol/L monitoring; infertility workup; BPH/LUTS

assessment in younger men. LH/FSH
distinguish primary (testicular) from secondary
(pituitary) hypogonadism.
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Clinical Indication & Notes

IN CLINIC

IN CLINIC

IN CLINIC

IN CLINIC

IN CLINIC

Reference
Range
Full Biochemistry Panel (U&E;, Laboratory
eGFR, LFTs, Bone Profile, Ca?m, specific
Uric Acid)
FBC + CRP + ESR Laboratory
specific
HbAlc & Fasting Glucose HbAlc <42
mmol/mol (n
on-diabetic)
PTH + Corrected Serum Ca?m PTH: 1.6-6.9
pmol/L Ca?m:
2.20-2.60
mmol/L
Coagulation Screen (PT, APTT, INR: 0.9-1.1
INR) (therapeutic
2-3)

Pre-operative assessment; renal function for
contrast imaging or nephrotoxic chemotherapy;
hypercalcaemia (paraneoplastic — RCC,
PTHrP); elevated alkaline phosphatase (bone
mets); uric acid (uric acid stone disease).
Mandatory before major urological surgery.

Haematuria workup (exclude haematological
cause); pre-operative assessment; infection /
inflammatory screen; anaemia of chronic
disease (RCC, malignancy); erythrocytosis
(paraneoplastic RCC); CRP for UTI or prostatitis
monitoring.

Screen for undiagnosed diabetes mellitus in:
recurrent UTI, recurrent balanitis, recurrent
infections, erectile dysfunction, nocturia with
polyuria, and bladder dysfunction of unclear
aetiology.

Recurrent calcium stone disease: exclude
primary hyperparathyroidism (most important
secondary cause of stone disease). Mandatory
in any stone former with elevated serum
calcium.

Pre-operative assessment before all surgical
procedures; patients on warfarin, DOAC,
antiplatelet therapy. Guides peri-operative
anticoagulation bridging.

Blood samples taken at clinic or arranged via Spire Hospitals' phlebotomy services. NHS patients: processed via SASH pathology.
Private: via accredited private laboratory. Results available 24—72 hours; urgent samples same-day.
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Urine & Semen Diagnostic Tests

IN CLINIC Urinalysis (Dipstick) & First-line assessment for haematuria (visible and non-visible),
Microscopy proteinuria, glycosuria, nitrites, leucocyte esterase, ketones, pH,
and specific gravity. Dipstick haematuria requires formal
microscopy for red cell confirmation. Positive nitrites +
leucocytes: UTI probable. Haematuria on dipstick in any patient
over 45 warrants urgent urology referral per NICE NG12.

IN CLINIC Midstream Urine (MSU) Culture Microbiological identification of infecting organism and antibiotic
& Sensitivity sensitivity profile; essential for UTI diagnosis and antibiotic
stewardship. Processed via SASH microbiology (NHS) or private
laboratory. Boric acid containers for transport; must reach lab
within 4 hours (or 24 h refrigerated). Mandatory before any
endoscopic urological procedure.

IN CLINIC Urine Cytology (Exfoliative) Examination of shed urothelial cells for malignant morphology.
High specificity for high-grade transitional cell carcinoma and
CIS; low sensitivity for low-grade papillary disease. Indicated for:
haematuria in smokers or chemical exposure history; follow-up
after bladder TCC treatment; equivocal cystoscopy findings.
Reported using The Paris System for Reporting Urinary Cytology
(2022). Three consecutive samples improve sensitivity.

IN CLINIC 24-Hour Urine Collection Quantitative measurement of: urine volume, creatinine, calcium,
(Metabolic Stone Profile) oxalate, urate, citrate, phosphate, sodium, potassium, and pH.
Identifies specific metabolic abnormalities driving stone
recurrence: hypercalciuria, hyperoxaluria, hypocitraturia,
hyperuricosuria, low urine volume. Indicated for all recurrent
stone formers (=2 episodes) and selected first-time formers with
risk factors. Collection pot provided at clinic.

IN CLINIC Semen Culture (Seminal Fluid Microbiological analysis of ejaculate for aerobic and anaerobic
Microbiology) bacteria, Chlamydia trachomatis, Mycoplasma genitalium,

Ureaplasma urealyticum, gonorrhoea (NAAT), and Trichomonas
vaginalis. Indicated for: chronic prostatitis / chronic pelvic pain
syndrome (CPPS); epididymo-orchitis; male-factor infertility
workup; post-vasectomy seminal tract infection; recurrent
urethritis. Sample collected by masturbation into sterile container
after 48h abstinence; delivered to laboratory within 1 hour.

IN CLINIC Semen Analysis (Standard + WHO 6th Edition (2021) parameters: sperm concentration, total
Extended) motility, progressive motility, morphology (Kruger strict criteria),

total sperm count, volume, pH, liquefaction. Extended panel
adds: sperm DNA fragmentation index (DFI — elevated >25%
associated with recurrent miscarriage and IVF failure); antisperm
antibodies; seminal fructose (absent in azoospermia due to
ejaculatory duct obstruction or bilateral vas aplasia). Arranged
via SASH andrology / accredited andrology laboratory.
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IN CLINIC Post-Vasectomy Semen BSCC (2016) / FSRH protocol: sample at 216 weeks AND =24
Analysis (PVSA) ejaculations post-vasectomy. Clearance: azoospermia (single
sample sufficient) OR RNMS <100,000 non-motile/mL confirmed
on two samples 4 weeks apart. Arranged via SASH pathology
services. Mr Khan reviews and communicates all PVSA results
directly.

IN CLINIC Two-Glass Urine Test Procedure: The patient voids into two separate containers: VB1
(Meares-Stamey — Prostatitis) (first 5-10 mL — urethral specimen) and VB2 (midstream —
bladder specimen). Prostatic Expressed Secretion (EPS) is then
collected by digital prostatic massage (DRE), followed by VB3
(first 5-10 mL post-massage). All specimens undergo
microscopy (leucocyte count) and culture.

Interpretation: Category Il CP (bacterial prostatitis): organism in
EPS or VB3 at 210-fold concentration vs VB1/VB2, with
matching culture. Category llla (inflammatory CPPS): elevated
leucocytes in EPS/VB3 without positive culture. Category Illb
(non-inflammatory CPPS): normal leucocytes; no organism.
Performed at clinic by Mr Khan; results guide targeted antibiotic
therapy or non-pharmacological management of CPPS.

IN CLINIC Urine Flow Rate (Uroflowmetry Dipstick urinalysis at time of uroflowmetry clinic visit; integrated
— dipstick) within the standard BPH / LUTS assessment. Identifies
concurrent infection that would confound flow rate results. See
Urodynamics section (Page 6) for full uroflowmetry details.

All urine and semen specimens collected at clinic or with take-home containers. NHS specimens: SASH microbiology / biochemistry.
Private: accredited private laboratory.
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Ultrasound Imaging

Ultrasound scanning is the primary first-line imaging modality for the majority of urological presentations. It
is non-invasive, radiation-free, widely available, and provides real-time dynamic assessment. Ultrasound
examinations are arranged and co-ordinated through Mr Khan's clinic via Spire Hospital imaging
departments (private) or the SASH radiology department (NHS).

ARRANGED Renal Ultrasound (Kidneys, First-line assessment for: haematuria (renal parenchymal and
Ureters & Bladder — KUB USS) pelvicalyceal lesions); renal colic / suspected calculi (identifies
hydronephrosis and stones >5 mm; limited for ureteric stones);
renal mass characterisation (solid vs cystic — Bosniak
classification); hydronephrosis and ureteric dilatation; renal
transplant assessment; polycystic kidney disease monitoring;
post-void residual (PVR) bladder volume.

ARRANGED Bladder Ultrasound (Post-Void Post-void residual measurement (portable or fixed ultrasound):
Residual & Wall) PVR >100 mL clinically significant; PVR >300 mL indicates
high-pressure chronic retention risk. Bladder wall thickness and
trabeculation (reflects chronic outflow obstruction). Bladder
tumour — initial detection (not definitive — requires cystoscopy
for mucosal visualisation). Upper tract dilatation from bladder
outflow obstruction.

ARRANGED Scrotal & Testicular Ultrasound Investigation of choice for any scrotal or testicular pathology.
(Doppler) Identifies: intratesticular lesions (malignancy vs benign);
hydrocele; varicocele (Doppler — reversal of flow on Valsalva);
epididymal cyst; epididymo-orchitis; testicular torsion (absent
Doppler flow — emergency); testicular microlithiasis; atrophic
testis; trauma. Sensitivity >98% for intratesticular malignancy.

ARRANGED Prostate Ultrasound (TRUS — Transrectal ultrasound of the prostate: measures prostate
Transrectal) volume accurately (used to calculate PSA density = PSA +

volume). Characterises the zonal anatomy and identifies
hypoechoic peripheral zone lesions suspicious for cancer. Used
as a guide for template transperineal biopsy and intravesical
treatment procedures. Largely superseded by mpMRI for
primary cancer detection but remains central to volume
assessment and biopsy guidance.

ARRANGED Penile Doppler Ultrasound Dynamic penile Doppler ultrasound (PDDU) with intracavernosal
(Dynamic) papaverine or prostaglandin E1 injection: definitive investigation

for vasculogenic erectile dysfunction. Peak systolic velocity
(PSV) <25 cm/s indicates arterial insufficiency; PSV >35 cm/s
and end-diastolic velocity (EDV) <5 cm/s is normal. High EDV
and absent diastolic deceleration suggests venous leak. Guides
PDES inhibitor therapy vs vascular intervention. Arranged via
specialist radiology.

ARRANGED Retroperitoneal / Pelvic Identification of retroperitoneal lymphadenopathy (testicular
Ultrasound cancer staging — limited sensitivity); pelvic side wall disease;
ureteric dilatation from extrinsic compression; adrenal mass
initial characterisation. Generally supplemented by CT for
definitive staging.
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Ultrasound arranged via: Spire Gatwick Park imaging / Spire St Anthony's imaging (private); SASH radiology (NHS). Most examinations
available within 1-5 working days (private) or 2—4 weeks (NHS).
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CT & MRI Scanning

Cross-sectional imaging — CT and MRI — is arranged by Mr Khan for investigation, staging, and
surveillance of urological conditions. Imaging is performed at Spire Hospital imaging suites (private) or
SASH radiology (NHS), with reports from accredited consultant radiologists and uroradiologists.

CT Scanning
ARRANGED CT KUB (Non-Contrast Gold standard for acute renal colic: sensitivity >95%, specificity
Kidneys, Ureters & Bladder) >98% for urinary tract calculi. Identifies stone location, size,
density (Hounsfield units — predictive of ESWL response), degree
of proximal dilatation, and perinephric stranding. Low-dose
protocols routinely used to minimise radiation. First-line in any
adult with acute loin pain.

ARRANGED CT Urogram (CTU) (3-Phase Arterial, corticomedullary (nephrographic), and excretory phases.

with Contrast) Standard investigation for haematuria in patients over 45 or with
risk factors. Evaluates: renal parenchymal lesions (RCC);
urothelial tumours of renal pelvis and ureter (filling defects on
excretory phase); urolithiasis; collecting system anatomy; ureteric
obstruction. Preferred over USS alone for haematuria workup per
NICE NG12. Contrast allergy protocol available.

ARRANGED CT Abdomen & Pelvis Oncological staging for: testicular cancer (retroperitoneal nodal

(Staging — Contrast) disease, pulmonary metastases on CT chest); bladder cancer
(local extension, pelvic nodes, distant disease); renal cancer (IVC
thrombus level, nodal staging); prostate cancer (nodal staging,
bone assessment). Performed as CT CAP (chest, abdomen,
pelvis) for comprehensive staging. Reported by uroradiologist in
MDT context.

ARRANGED CT Chest Pulmonary metastasis assessment: testicular cancer; renal
cancer; bladder cancer. Standard component of oncological
staging CT. Also used for incidental pulmonary nodule follow-up
per BTS guidelines.

MRI Scanning
ARRANGED mpMRI Prostate T2-weighted, diffusion-weighted (DWI/ADC), and dynamic
(Multiparametric MRI) PI-RADS  contrast-enhanced (DCE) sequences. PI-RADS 1-5 scoring.
v2.1 NICE DG29 endorsed: mandatory before prostate biopsy.

PI-RADS 3-5 lesions targeted at biopsy. Mpps MRI significantly
improves detection of clinically significant cancer (Gleason =7) vs
TRUS-guided biopsy alone (PRECISION trial). Also used for local
staging (T3a capsular breach, T3b seminal vesicle invasion) and
active surveillance monitoring.
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ARRANGED MRI Kidney (Renal Mass Superior soft tissue characterisation vs CT for complex renal
Protocol) masses. Particularly valuable for: IVC tumour thrombus extent
(level I-IV — superior to CT for surgical planning); complex
Bosniak cystic lesions (Bosniak Ill/IV on MRI has highest
predictive accuracy); CT contrast allergy; MRI-characterised
angiomyolipoma (AML) without visible fat; oncocytoma
characteristics. Gadolinium contrast administered.

ARRANGED MRI Pelvis (Bladder & Local Local staging of muscle-invasive bladder cancer (T3/T4
Staging) assessment — perivesical fat invasion, adjacent organ
involvement); lymph node characterisation; recurrence
post-cystectomy. Superior to CT for soft tissue boundaries and
neurovascular bundle assessment in bladder cancer and prostate
cancer local staging.

ARRANGED MRI Scrotum Characterisation of indeterminate scrotal lesions following
equivocal ultrasound. Distinguishes complex epididymal cysts,
adenomatoid tumours, and rete testis ectasia from malignancy.
Lipoma of spermatic cord. Fibrous pseudotumour. MRI rarely
required when ultrasound is diagnostic.

ARRANGED MRI Urography (MRU) Non-contrast assessment of the upper urinary tract in: pregnancy
(ultrasound inconclusive); paediatric upper tract assessment;
renal allergy precluding contrast CT; collecting system anatomy in
horseshoe kidney or PUJ obstruction. Does not reliably identify
calculi— CT KUB preferred for stone disease except in
pregnancy.

ARRANGED MRI Brain & Spine Testicular cancer: choriocarcinoma component or bHCG >50,000
IU/L (cerebral metastasis screen). Neurological assessment for
neurogenic bladder workup (spina bifida occulta, tethered cord,
multiple sclerosis). Bone metastasis characterisation (complement
to bone scan).

CT and MRI arranged via Spire imaging suites (private — typically within 1-7 days) or SASH radiology (NHS). Urgent oncological
staging imaging fast-tracked via MDT. Radiation doses minimised with low-dose protocols. MRI: no ionising radiation.
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Urodynamic Studies

Urodynamics is the functional assessment of the lower urinary tract — measuring bladder filling, storage,
and voiding pressures to characterise the underlying physiological cause of urinary symptoms. Mr Khan's
clinic provides the full range of urodynamic investigations from simple non-invasive uroflowmetry through
to complex video-urodynamics.

Parameters Measured & Clinical Indication

ARRANGED Uroflowmetry (Non-Invasive Patient voids freely onto a flow sensor. Parameters: maximum
Flow Rate) flow rate (Qmax mL/s — normal >15 mL/s; BOO <10 mL/s);

average flow rate; voided volume (minimum 150 mL for valid
result); flow time; flow curve morphology (normal bell-shaped;
plateau = stricture/BOO; intermittent = abdominal straining /
dysfunctional voiding; tower-shaped = detrusor overactivity).
Post-void residual (PVR) by portable ultrasound immediately
after. Fundamental to BPH / LUTS assessment; non-invasive;
day-case; no preparation required.

ARRANGED Frequency-Volume Chart Patient records every void: time, volume, and any leakage
(Bladder Diary — 3 days) episodes over 3 days. Provides: functional bladder capacity
(normal >300 mL); 24-hour urine volume (polyuria >2.8 L/day);
nocturnal polyuria index (>33% nocturnal: nocturnal polyuria —
consider desmopressin); voiding frequency; day vs night pattern.
Essential non-invasive first step in LUTS, OAB, and nocturia
assessment. Chart provided at clinic.

ARRANGED Pressure-Flow Urodynamics Fine urethral and rectal catheters measure detrusor pressure
(PFS) (Invasive Urodynamics) during controlled bladder filling (cystometry) and free voiding.

Defines: bladder compliance; detrusor overactivity (DO —
involuntary contractions during filling causing urgency); bladder
outlet obstruction index (BOOI = Pdet.Qmax — 2xQmax; BOOI
=40 = obstruction); detrusor underactivity (DU — poor detrusor
contractility; BCl = Pdet.Qmax + 5xQmax; BCI <100); urethral
sphincter competence. Indications: pre-operative BPH surgery
where diagnosis uncertain; failed BPH surgery; suspected
detrusor underactivity; neurogenic LUTS; mixed incontinence;
before pelvic floor surgery for incontinence. Performed at clinic
with specialist nurse support. MSU clear required.

ARRANGED Cystometry (Filling Phase — Component of pressure-flow urodynamics: bladder filled at
Cystometrogram) standard rate (medium fill — 50 mL/min); compliance (normal
>40 mL/cmH20); first desire to void; strong desire; maximum
cystometric capacity (normal 400—600 mL); leakage point
pressures. ldentifies low-compliance bladder (post-radiotherapy;
neurogenic); hypersensitive bladder; detrusor overactivity with or
without incontinence.

ARRANGED Video-Urodynamics (Video-UDS  Simultaneous pressure-flow urodynamics with fluoroscopic
— Fluoroscopic) visualisation of the bladder and urethra during filling and voiding
(contrast medium used as filling fluid). Gold standard for:
neurogenic lower urinary tract dysfunction; vesicoureteric reflux
assessment; posterior urethral valves; complex incontinence;
suspected vesicoureteric reflux during voiding. Arranged via
specialist urogynaecology/neurourology centre.
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Parameters Measured & Clinical Indication

ARRANGED Urethral Pressure Profile (UPP) Slow withdrawal of a catheter through the urethra whilst
measuring intraurethral pressure. Characterises: maximum
urethral closure pressure (MUCP — reduced in sphincter
insufficiency type stress incontinence); functional urethral length;
bladder neck competence. Most useful in female incontinence
assessment when sphincter deficiency is suspected. Performed
as part of complex urodynamic study.

Uroflowmetry and bladder diary in-clinic. Full pressure-flow urodynamics at East Surrey Hospital (SASH) or Spire hospitals. Clear urine
culture required before invasive urodynamics.
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Diagnostic Endoscopy — Cystoscopy & Ureteroscopy

ARRANGED Flexible Cystoscopy A thin flexible fibre-optic or digital cystoscope (17 Fr) is passed
(Diagnostic — Qutpatient) transurethrally under topical lidocaine gel local anaesthesia.
Provides direct endoscopic visualisation of the entire urethral
mucosa, bladder neck, trigone, ureteric orifices, and bladder wall.

Indications: Visible or non-visible haematuria (bladder tumour
exclusion); recurrent UTI investigation (mucosal abnormality,
fistula, bladder stone); PSA-raised assessment (median lobe,
bladder neck); BPH pre-operative assessment; urethral stricture
evaluation; LUTS with atypical features; follow-up after TURBT;
post-radiotherapy bladder assessment; ureteric stent check.

Setting: Outpatient procedure room at Spire Gatwick Park
Hospital or Spire St Anthony's Hospital (private); Outpatient
Cystoscopy Suite, SASH (NHS). Duration 10-15 minutes. No
anaesthetic; patient awake. Clear MSU required before
procedure.

ARRANGED Rigid Cystoscopy (Diagnostic Rigid cystoscope passed transurethrally under general or spinal
/ Operative — GA) anaesthesia in the operating theatre. Larger bore than flexible
cystoscope; working channel allows passage of biopsy forceps,
fulguration instruments, ureteric catheter, or stent.

Indications: Formal biopsy of bladder lesion; cold-cup biopsy of
equivocal mucosal lesion; rigid assessment where flexible
cystoscopy is inadequate; examination under anaesthesia (EUA)
of palpable bladder wall thickening; bladder stone assessment;
stent insertion or change under anaesthesia; ureteroscopy access
preparation.

Setting: Operating theatre at East Surrey Hospital (SASH) or
Spire Gatwick Park / Spire St Anthony's. Day-case or overnight
depending on complexity.
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ARRANGED Diagnostic Flexible A flexible digital ureteroscope is passed transurethrally, through
Ureteroscopy (FURS) (Upper the bladder, and advanced up the ureter into the renal collecting
Tract) system under fluoroscopic guidance and general anaesthesia.

Provides direct endoscopic visualisation of the entire upper
urinary tract mucosa — from the ureter through to all accessible
renal calyces.

Diagnostic indications: Upper tract urothelial carcinoma (UTUC)
— direct visualisation and biopsy of filling defects identified on CT
urogram; positive upper tract urine cytology with negative CT;
haematuria with normal bladder cystoscopy and negative upper
tract CT (where a mucosal lesion is still suspected); investigation
of unilateral haematuria (selective ureteric catheterisation for
cytology); ureteric stricture assessment and biopsy.

Combined diagnostic + therapeutic: Upper tract stone
treatment by laser lithotripsy (holmium or thulium) performed at
the same operative session as diagnostic URS if stone is
identified. Post-procedure ureteric stent typically in situ for 1-2
weeks.

Setting: Operating theatre at East Surrey Hospital (SASH) or
Spire Gatwick Park Hospital. Day-case procedure under GA.

ARRANGED Retrograde Pyelography Ureteric catheter passed cystoscopically into the renal pelvis;
(RGP) contrast medium instilled and fluoroscopic images obtained to
delineate the pelvicalyceal system and ureter in detail. Identifies
urothelial filling defects (tumour, clot, stone), ureteric strictures,
and PUJ anatomy when CT urogram or MRI is inconclusive.
Performed under GA in operating theatre as part of rigid
cystoscopy / ureteroscopy list.

All endoscopic procedures: MSU clear before booking. Flexible cystoscopy: outpatient, no GA. Rigid cystoscopy / ureteroscopy: GA /
spinal — day-case or overnight admission at SASH or Spire hospitals.
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Nuclear Medicine, PET-CT & Genetic Testing

Specialist imaging and genetic testing services are coordinated through Mr Khan's clinic via referral to
accredited partner institutions. All referrals are accompanied by a comprehensive clinical letter, relevant
imaging, and pathology results to ensure streamlined access and timely reporting.

Nuclear Medicine Imaging

REFERRAL CENTRES — NUCLEAR MEDICINE

Nuclear medicine studies are arranged via referral to the Nuclear Medicine departments at Epsom General
Hospital (Epsom & St Helier University Hospitals NHS Trust) and Parkside Hospital, Wimbledon (HCA
Healthcare). Both centres offer the full range of urological nuclear medicine studies with experienced nuclear
medicine physicians and rapid reporting.

Investigation Indication & Clinical Details

REFERRAL  MAG3 Renogram Tc-99m MAGS3 functional renal scan with furosemide (diuresis
(Mercaptoacetyltriglycine Isotope  renogram). Provides: differential renal function (each kidney as %
Renal Scan) of total — normal 245%); drainage curve (T¥2 — obstruction vs

non-obstruction); cortical uptake and transit times.

Key indications: PUJ obstruction assessment (pre- and
post-pyeloplasty); split renal function before planned nephrectomy
(essential when contralateral kidney function may be
compromised); hydronephrosis — obstructed vs dilated
non-obstructed; renal transplant function; suspected renal artery
stenosis (captopril renogram). Radiation dose: ~1 mSv.

REFERRAL ~ DMSA Scan (Dimercaptosuccinic ~ Tc-99m DMSA static cortical scan. Provides: differential renal
Acid Cortical Scintigraphy) function and cortical scarring map. Photon-deficient cortical
defects represent scars from previous pyelonephritis or infarction.

Key indications: Renal cortical scarring secondary to recurrent
pyelonephritis (performed =6 months after acute episode);
vesicoureteric reflux — scar quantification; renal mass —
photon-deficient lesion vs functional pseudotumour (column of
Bertin); duplex kidney functional assessment. No radiation from
gamma camera; Tc-99m dose ~1 mSv.

REFERRAL  Bone Scintigraphy (Technetium Tc-99m MDP whole-body bone scan. Identifies sites of
Bone Scan) osteoblastic activity indicating skeletal metastases. High
sensitivity (~95%) but moderate specificity (degenerative change
mimics metastasis).

Key indications: Prostate cancer staging (bone-directed scan
when PSA >20 ng/mL, Gleason =8, or clinical T3/T4 disease per
EAU NG131); bone pain or elevated ALP in any urological
malignancy; RCC suspected bony metastasis; bladder cancer
advanced staging. PSMA PET-CT is increasingly preferred over
bone scan for prostate cancer — see below. Radiation dose: ~4
mSv.
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Investigation Indication & Clinical Details

REFERRAL  SPECT-CT (Single Photon Hybrid nuclear medicine and CT imaging providing 3D anatomical
Emission CT) localisation of isotope uptake. Superior to planar bone scanning
for equivocal lesions — distinguishes degenerative from
metastatic disease. Used to characterise equivocal bone scan
findings, particularly in the spine and pelvis. Available at both
Epsom and Parkside.

PET-CT Scanning

REFERRAL CENTRE — PET-CT

PET-CT studies are arranged via referral to the PET-CT Centre at Royal Surrey County Hospital, Guildford
(Royal Surrey NHS Foundation Trust) — a designated PET-CT centre with both FDG and PSMA (Ga-68
PSMA-11) tracers available. Urgent oncological PET-CT requests are fast-tracked via the Guildford MDT

pathway.
REFERRAL FDG PET-CT Principle: Radiolabelled glucose analogue (18F-FDG)
(Fluorodeoxyglucose) accumulates in metabolically active tumour cells. Whole-body
imaging identifies primary tumour, nodal disease, and distant
metastases simultaneously.
Urological indications: Testicular cancer —
post-chemotherapy residual seminoma mass >3 cm (PET-CT
guides decision between observation and surgical resection;
negative PET = no viable disease); bladder cancer — selected
restaging and treatment response; RCC — limited utility (low
FDG avidity) but used for atypical presentations. Dose: ~7 mSv.
REFERRAL Ga-68 PSMA PET-CT Principle: Gallium-68 labelled PSMA ligand binds with high
(Prostate-Specific Membrane affinity to PSMA — overexpressed on prostate cancer cells.
Antigen) Provides exquisitely sensitive whole-body imaging of prostate

cancer deposits.

Indications: Biochemical recurrence after radical prostatectomy
or radiotherapy (PSA 0.2-2.0 ng/mL — detects disease at PSA
levels undetectable by conventional CT/bone scan); primary
staging of high-risk prostate cancer (EAU recommended for N
and M staging, superior to CT + bone scan); oligometastatic
disease identification for targeted therapy planning (SABR /
metastasis-directed therapy); castration-resistant prostate
cancer (CRPC) disease mapping. NICE recommends PSMA
PET-CT for recurrence staging (TA932, 2024). Dose: ~5 mSv.

Genetic Testing — Prostate Cancer Predisposition

REFERRAL CENTRES — GENETIC TESTING

Genetic counselling and germline testing are arranged via referral to specialist Clinical Genetics Centres
including the Cancer Genetics Unit at The Royal Marsden Hospital (London), Guy's & St Thomas' NHS Trust
Genomics Service, and NHS Genomic Medicine Service Alliances. Somatic (tumour) genomic testing is arranged
via pathology following biopsy, in liaison with oncology.

Mr Shahid Khan | Consultant Urological Surgeon | Surrey & Sussex NHS Trust
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REFERRAL  Germline BRCA1/BRCA2 Rationale: Pathogenic germline variants in BRCA2 (and to a
Testing (Prostate Cancer) lesser extent BRCA1L) confer a significantly elevated lifetime risk
of prostate cancer (BRCA2: x4—-8-fold; earlier onset; higher grade;
worse prognosis). Men with BRCA2 mutations have a ~60%
lifetime risk of developing clinically significant prostate cancer.

Clinical significance: BRCA2-mutated prostate cancer has
distinct biology — higher Gleason grade, metastatic potential, and
importantly, targetability with PARP inhibitor therapy (olaparib —
NICE TA734; rucaparib) in metastatic CRPC. BRCAL1/2 status
therefore affects both screening intensity and treatment selection.

Who should be tested: Men with prostate cancer and a personal
or family history of breast, ovarian, pancreatic, or prostate cancer
(particularly in a first-degree relative); men with metastatic
prostate cancer (testing mandatory before PARP inhibitor
consideration per NICE TA734); men from high-risk families
identified via cancer genetics service. Asymptomatic males with
BRCA2 family history should be referred for genetics counselling
— targeted screening with annual PSA from age 40 is
recommended in BRCAZ2 carriers.

Pathway: Mr Khan refers to Clinical Genetics for counselling and
germline testing via blood sample. Results typically available
within 4-8 weeks. Reflexes to family cascade testing.

REFERRAL  Mismatch Repair (MMR) Rationale: Lynch syndrome (germline mutations in MLH1, MSH2,
Deficiency & Lynch Syndrome MSH6, PMS2) confers a ~2-fold elevated risk of prostate cancer
(Prostate Cancer) with MSH2 mutations most strongly implicated. MMR-deficient

(dMMR) prostate cancers are characterised by microsatellite
instability (MSI-H) and are highly responsive to immune
checkpoint inhibitor therapy (pembrolizumab — NICE TA636 for
MSI-H solid tumours).

Testing: Immunohistochemistry (IHC) for MMR protein
expression (MLH1, MSH2, MSH6, PMS2) on biopsy or
prostatectomy specimen; MSI-PCR or NGS panel if IHC
equivocal. Germline testing for Lynch syndrome via Clinical
Genetics if somatic dMMR confirmed.

Who should be tested: Men with prostate cancer under 60;
high-grade or metastatic prostate cancer with a personal or family
history consistent with Lynch syndrome (colorectal, endometrial,
gastric, or urothelial cancers); metastatic CRPC prior to
immunotherapy consideration.

REFERRAL  Multi-Gene Panel & NGS Next-generation sequencing (NGS) of tumour DNA for somatic
(Somatic Tumour Genomic mutations. Relevant in: metastatic prostate cancer — BRCA1/2
Testing) somatic mutations guide PARP inhibitor eligibility; AR

amplification / AR-V7 splice variant (enzalutamide/abiraterone
resistance marker); PTEN loss (AKT pathway inhibitor trials). RCC
— VHL mutation (clear cell); MET amplification (papillary Type 1);
FH mutation (hereditary leiomyomatosis and RCC — HLRCC).
Arranged via oncology and pathology in liaison with Mr Khan.

Mr Shahid Khan | Consultant Urological Surgeon | Surrey & Sussex NHS Trust
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GENETIC TESTING — PRE-TEST COUNSELLING NOTICE

Genetic testing results carry significant implications for patients and their blood relatives. All referrals for germline
genetic testing are accompanied by pre-test counselling facilitated through the Clinical Genetics service, where
patients are informed of the potential impact on insurance, family members, and treatment decisions before
testing proceeds.

Sources: NICE TA932 (Ga-68 PSMA PET-CT, 2024) | NICE TA734 (Olaparib — BRCA1/2 CRPC, 2022) | EAU Guidelines on Prostate
Cancer, 2024 | NICE TA636 (Pembrolizumab — MSI-H, 2021) | IMPACT Study, Bancroft et al. Eur Urol. 2021

Mr Shahid Khan | Consultant Urological Surgeon | Surrey & Sussex NHS Trust
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Diagnostic Services Summary & Contact Directory

Mr Shahid Khan provides access to the full spectrum of urological diagnostic investigations through his clinics at
East Surrey Hospital (SASH), Spire Gatwick Park Hospital, and Spire St Anthony's Hospital. In-clinic tests are
performed or requested directly; arranged tests are booked on your behalf via partner radiology, pathology, and
imaging services; and specialist referrals are coordinated with comprehensive clinical documentation.

Diagnostic Category Availability Delivered Via

Blood tests — PSA, AFP, bHCG, LDH,
testosterone, biochemistry

Urinalysis, MSU culture, urine cytology

Semen culture, semen analysis,

post-vasectomy PVSA

2-glass test (Meares-Stamey) for prostatitis

24-hour urine metabolic stone profile

Renal, bladder, scrotal, prostate USS

Penile Doppler ultrasound

CT KUB, CT urogram, CT staging (CAP)

mpMRI prostate, MRI kidney / pelvis / brain

Uroflowmetry, post-void residual, bladder

diary

Pressure-flow urodynamics

Flexible cystoscopy (outpatient, LA)

Rigid cystoscopy, diagnostic ureteroscopy

(GA)

MAG3 renogram, DMSA scan, bone scan,
SPECT-CT

FDG PET-CT and Ga-68 PSMA PET-CT

BRCA1/2 & Lynch syndrome germline genetic

testing

IN CLINIC

IN CLINIC

IN CLINIC

IN CLINIC

IN CLINIC

ARRANGED

ARRANGED

ARRANGED

ARRANGED

ARRANGED

ARRANGED

ARRANGED

ARRANGED

REFERRAL

REFERRAL

REFERRAL
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SASH pathology / Spire private laboratory

SASH microbiology / biochemistry /
cytology

SASH andrology / accredited andrology
laboratory

Performed by Mr Khan at clinic; SASH
microbiology

SASH biochemistry (collection pot provided
at clinic)

Spire imaging (private); SASH radiology
(NHS)

Specialist vascular / radiology — arranged
via clinic

Spire imaging (private); SASH radiology
(NHS)

Spire imaging (private); SASH radiology
(NHS)

SASH or Spire urodynamics suite / clinic
SASH or Spire urodynamics suite; clear
MSU required

Spire Gatwick Park / Spire St Anthony's /
SASH

Operating theatre — SASH / Spire Gatwick
Park

Epsom General Hospital or Parkside
Hospital, Wimbledon

Royal Surrey County Hospital, Guildford

Royal Marsden Genetics / Guy's & St
Thomas' / NGMS
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Diagnostic Category Availability Delivered Via

Somatic tumour NGS panel REFERRAL Via oncology / pathology — arranged by Mr

Khan

site www.epsomurology.co.uk

NHS / East Surrey Hospital, Canada Avenue, Redhill RH1 5RH
SASH

Spire Gatwick Park Hospital, Povey Cross Road, Horley RH6 O0BL
Spire St Anthony's Hospital, London Road, North Cheam SM3 9DW

Nuclear Epsom General Hospital, Dorking Road, Epsom KT18 7EG | Parkside Hospital, 53 Parkside,
Wimbledon SW19 5NX

Royal Surrey County Hospital, Egerton Road, Guildford GU2 7XX
The Royal Marsden, Fulham Road, London SW3 6JJ | NHS Genomic Medicine Service

This document lists investigations available or arrangeable through Mr Shahid Khan's urological practice. Availability and waiting times
are subject to change. All diagnostic requests are clinically indicated and ordered following specialist consultation. Costs for private
investigations are provided at consultation or on request. NHS investigations are subject to standard referral pathways and waiting
times. Sources: NICE NG12, NG97, NG112, NG131, DG29, DG45, TA932, TA734, TA636 | EAU Guidelines 2024 (Urolithiasis,
Prostate Cancer, Testicular Cancer, LUTS, Urological Infections) | BSCC PVSA Guidelines 2016 | FSRH Guidelines | WHO Semen
Analysis 6th Ed. 2021.
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